Orbital infection and sinusitis
Sir, We read with interest Mr Mills' reply to Mr Niyadurupola's letter (March JRSM, p 194) and his recommendation concerning the management of patients with orbital infection and sinusitis (February 1986JRSM, p 68) .
From our experience in the management of36 cases of orbital cellulitis secondary to sinusitis, we adopted a policy of early drainage of the affected sinus combined with systemic antibiotic therapy. If no improvement is achieved in the first 24-48 hours, then exploration of the fronto-ethmoid area is mandatory (8 cases). The findings of our early explorations were interesting. Collection of pus was only seen in 2 cases subperiostally. Interestingly enough, the most common finding was an area of periostitis, and even bone sequestration was seen in one case. Removal of these areas of infected friable bones usually revealed polyps underneath, packing the sinuses (ethmoid). All our patients recovered fully and none lost their eyesight. We totally disagree with the statement that there is no indication to explore the relevant sinus in the acute phase.
We do not believe that a CT scan is a reliable method of investigation for many reasons. Apart from the fact that valuable time may be lost in arranging the investigation, CT scanning is not a suitable investigation for detecting a small collection of pus. Furthermore, a negative CT scan may well give a false impression of security. Periostitis and early sequestrum formation cannot be detected by the scan, and in their own right can lead to spreading cellulitis and oedema in the tightly packed orbital contents, with a possible compression effect on the optic nerve or ophthalmic vessels. I would like to emphasize the importance of a detailed occupational history in the assessment of these patients. The true nature of a patient's occupation may not be apparent from simple routine questions. Around the Whittington Hospital there is alarge Greek-Cypriot community, many of whom are employed in the clothing trade. I have studied patients from this community presenting with thoracic pain. The clinical features were similar to those described by Bruckner et al., with local spinal tenderness, painful movement of the thoracic spine and referred tenderness around a rib. Five of the patients described themselves as housewives, but detailed occupational history revealed that they worked at home as dressmakers, spending up to 14 hours each day at their sewing machines. The posture they adopted was to sit leaning forward, their shoulders hunched over the machine with arms unsupported in front. They found that the pain improved when they spent shorter periods sewing or stopped completely, which they were reluctant to do for they were paid piecework for each dress.
Without detailed occupational questioning, the importance of poor posture in the causation of these patients' pain would not have been appreciated. I recommend that with the increasing number of homeworkers, particularly women, a detailed occupational history including home activities be taken from all patients presenting with back pain.
R A WATTS

Whittington Hospital, London
Sir, The nature and severity of pain is determined both by somatic lesions and by the state of the psyche. Bruckner, Allard and Moussa, in their article on benign thoracic pain (May JRSM, p 286), nowhere even mention their patients' psyches. Neither do they mention any associated somatic symptoms, which may shed light on the psyche. Did none of their patients have backache or pain in other places or complain of being run-down and always tired, of having 'indigestion' or sensations of pressure on top of the head, or offrigidity or dyspareunia?
I have grave doubts whether this 'benign thoracic pain' should be attributed to thoracic disc prolapse. An almost universal fault of the medical profession throughout the ages has been to devise bogus diagnoses to explain pain. Headache was attributed to astigmatism, sinusitis, and hypertension; bellyache to visceroptosis, chronic appendicitis, chronic cholecystitis, chronic gastritis, hyperchlorhydria, and constipation; backache to retroverted uterus, sacroiliac strain, and spinal osteoarthritis; and so on. And innumerable operations were performed to 'correct' these abnormalities. We should admit to ourselves, and proclaim to the public, that a great deal of pain is inexplicable. JOHN W TODD
Farnham, Surrey
Hypertension and dietary fat intake Sir, I read with interest the review article on blood pressure and fat intake (April JRSM, p 225). The interest in dietary fat and its association with hypertension has been extensively studied since the initial association of serum cholesterol levels and blood pressure in cross-sectional studiesI ,
The mechanisms, however, still remain ill understood. Two very recent studies not mentioned in the review may prove to be of interest. Heagerty et al. 2 studied 22 normotensive volunteers and gave them oral supplement of linoleic acid or placebo daily for four weeks in a randomized double-blind crossover manner. They found that the mean total sodium efflux rose significantly during linoleic supplementation compared with placebo. In addition, there was a significant fall in supine blood pressure. Several studies have shown a large number of plasma membrane and ion flux disturbances in cells of hypertensive patients", In addition, of course, it is known that vegetarian diets lower blood pressure possibly by
